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Further researches will be required in hysteria to establish firmly the 
characteristic pathological lesions of the disease. 

Dr. Palmer recommends nerve stretching in the treatment of neuralgia 
with only very moderate enthusiasm, and claims that Billroth is to a cer¬ 
tain degree abandoning the method even though he was one of its first 
ardent champions. 

The author’s remarks about the treatment of neurasthenia by rest, food, 
and massage are worthy of being reported in full. I will simply make this 
excerpt. “ The change of associations and surroundings, the enforced 
regulation, the mental control, the passive exercise, and the free diet, it 
cannot he doubted will often have a great effect in breaking up morbid 
habits and restoring lost vitality.” A chapter on diseases of the mind, 
including insanity, terminates what Dr. Palmer has wished to record on 
the subject of nervous affections. 

We have a short and final chapter on human parasites, and the work 
terminates with a tolerably copious index. 

In concluding this review of the second volume of a treatise upon which 
the author 1ms expended a large amount oflabour, we scarcely know how 
to place it. It is a more complete work than that of Bartholow, but less 
so than that of Flint. The general style of the work is inferior to both. 
What there is of pathology seems to he largely borrowed material. There 
are no wood-cuts either of instruments or morbid changes of tissues. 

Thu clinical history of different diseases is sometimes quite full, but 
oftener lacking and unsatisfactory. Diagnosis is certainly not more to be 
commended than the other sections referred to. In the treatment the 
author has evidently expended his forces. The minutin’ are often consider¬ 
able, but they are not. generally convincing by reason of the manner in 
which they are presented. The author wishes evidently to fill a gap in 
what he considers to he the best therapeutical measures adapted to the 
care and cure of American patients in ccntni-distinction with those of 
Europe. It is a difficult task he has given himself, and for this reason we 
should perhaps be liberal in our criticism. After all, what the work requires 
most is a very thorough resetting , and by this we mean a wholly different 
manner of writing tiie English language, and a resemblance to what per¬ 
vades the other two works we have cited on Practice. In them reading 
medicine becomes a pleasure on account of the lucidity of the expres¬ 
sions and the perfect aptness of the diction. We should like to bestow 
similar praise on Dr. Palmer’s work, but cannot truthfully commit our¬ 
selves to any such statement. 

The typography and general appearance of the work arc creditable to the 
publishers. B. R. 


Aut. XVIII- Transactions of the Obstetrical Society of London. Vol. 

XXIII., for the year 1881. London: L onginans, Green & Co., 1882. 

This is one of the smaller volumes of the Society’s Transactions, the 
text covering less than 300 pages. The presidency of Prof. W. S. Play¬ 
fair expired with the meeting in February, and the honour was conferred 
upon Dr. J. Matthews Duncan, formerly of Edinburgh, and one of the 
five “ Honorary Fellows” of tiie Society. There are about 750 Fellows 
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on the roll of the Society, and their average attendance at the ten meet¬ 
ings of the year was -1G. 

Double Ovariotomy —Dr. J. Matthews Duncan - reported a case 
which resulted favourably ; the subject being a widow of 55. Tumours, 
multiloculnr cysts, left 12^ ounces, right 15i ounces; latter adherent to 
uterus, bladder, and contiguous parts. The disease was associated with 
ascites; patient tapped four times; largest amount removed, Oxviiiss; 
no malignancy in the case. 

Of double operations, Koberle is reported as having had 12 per cent., 
Veils G per cent., and Keith 5 per cent. The general opinion is that the 
risk is doubled in such cases. 

Delivery in a Case of Double ( Partitioned ) Uterus _The same writer 

reports a case of this rare form of duplex womb ; one in which the organ 
is, to external examination, single. The woman gave, birth to nine chil¬ 
dren naturally. In some of her pregnancies she menstruated profusely 
from the empty side of the uterus, and was thought to be threatened with 
a miscarriage. Dr. Duncan discovered the uterine septum in searching 
for a portion of detached chorion. The partition reached down to the 
inner os, as in Kussmaul’s plate. A bimanual examination on the twelfth 
day failed to detect anything abnormal in the outer contour of the uterus. 
•Some of the claimants for the delivery of Fallopian pregnancies through 
the uterus may some day find the mystery solved by discovering the ex¬ 
istence of a uterus subseptus. 

Prey nancy with a Double Uterus and Vagina. —Dr. J. Braxton* 
IIicks discovered this anomaly in a woman four months pregnant, having 
the appearance of a tumour in the right inguinal region, and being sus¬ 
pected of extra-uterine fecundation. A vaginal examination decided her 
true condition, and her labour took place naturally at term, the accoucheur 
employed not detecting the peculiarity of the uterus at the lime. 

Extra-uterine Pregnancy; Death from Rupture of the Cyst. Case 

(with specimen) reported by Dr. Bruntox _The woman, aged 31, was 

the mother of five children, and had ceased to menstruate two days before 
the rupture, which resulted directly from a fall. The cyst was in the 
right Fallopian tube, about an inch from the uterus, and contained an 
embryo computed at six weeks. She died of internal hemorrhage in nine 
hours. Dr. Brunton did not see the woman until five and a half hours 
after the rupture, and too late to save her by gastrotomy, ligation and 
removal of the cyst, and cleansing the abdominal cavity from blood. The 
reviewer has met witii cases of this accident in his own patients three 
times, with one recovery. In a fourth case, a consecutive abdominal 
pregnancy resulted, and the patient was saved by secondary laparotomy , 
with removal of the fetus. The attempt to save a woman in extremis 
from hemorrhage, by ligating the bleeding cyst, has only been made once 
us yet, but it was too late lor success. In two eases known to the re¬ 
viewer, there would have been ample time, as one lived twenty-three, and 
the other sixty hours. 

Villous Degeneration of the Endometrium. Case reported by Dr. D. 
C. MacCallum, of Montreal.—Mrs. II., 51, married twice, hut had never 
borne a living child, aborted at the fifth mouth twenty years ago. Mother 
had melanotic cancer of the eye; no other malignant case known in the 
family. Menopause occurred at 45, after which there was leucorrhuca lor 
several years. Three years ago, noticed a bloody discharge from the 
vagina, which, in time, became profuse, and she entered the Montreal 
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General Hospital in October, 1879, where she remained three months, 
during which time she had several attacks of hemorrhage. In the inter¬ 
vals, there was a free discharge of a grayish colour, which became very 
offensive in December, 1879, and continued so until her death on July 17, 
1880. Site was not in hospital from Jan. 8, to May 13, 1880. She was 
then emaciated, sallow, and of a cachectic appearance. On June 9th the 
uterus was dilated with laminaria tents, and found filled with villous pro¬ 
jections. These were removed to the amount of a tablespoonful by a 
curette, and the uterine cavity swabbed with fuming nitric acid, which 
arrested the hemorrhage. It was difficult to determine the precise nature 
of these villi, but they were probably malignant in character, from the 
progress of the case. 

There was no bleeding after the scraping and application of nitric acid, 
but the offensive discharge continued. After the woman died the uterus 
was found filled with villi of a reddish-gray colour, confined to the cavity 
of the body. These were easily detached from the proper tissue of the 
uterus. The disease was confined to this organ. 

Of the so-called “Missed Labour ,” with a Case in Illustration. By 
Bobekt Baunes, M.D.—The term “ missed ,” as applied to labour, lias 
been used in several forms ; the questions to be considered are, “ 1. Can the 
foetus living at term he indefinitely retained in the uterus ? 2. Can the 

fetus dying some time before term be indefinitely retained in the uterus?” 
In illustration of these points, Dr. Barnes reports the following case:_ 

Mrs. B., ait. 39, had borne three children, all dead, last one five years 
before, December, 1872, when she consulted Dr. Veitch. Her catamenia 
had ceased in October, and this was followed by morning sickness and 
other evidences of pregnancy. Distinctly felt quickening between third 
and fourth months. Up to seventh month felt what were attributed to 
foetal movements. Between eighth and ninth months, there was a flow 
of blood from the vagina, and labour was supposed to have commenced ; 
no labour-pains set in ; os undiluted and almost out of reach. Under rest 
and the use of cold and styptics, hemorrhage ceased in a few days, to re¬ 
turn very decidedly in three weeks. Still no labour-pains. Under treat¬ 
ment, discharge gradually ceased, and auscultation revealed no sounds. 
Karly in September (eleven months) uterus, felt through abdominal walls, 
appeared more round and dense than usual in pregnancy, with an irregu¬ 
larity in its body, on the left side; os high up, soft, and yielding to the 
touch. 

The patient’s health had remained good until about ten days before this 
examination by Dr. Veitch, when her appetite failed from emotional 
causes, and a slight return of hemorrhage occurred. Three weeks later 
she had another return, apparently from a disappointment. 

Mrs. B. was placed under the care of Dr. Barnes in December, 1873, 
when the uterus simulated in character a fibroid tumour, for which it hud 
been mistaken. Under chloroform, and dilatation with laminaria tents, the 
uterus was found to all appearances empty, being smooth-lined, and mea¬ 
suring six inches in depth. In January, 1874, after a continued coloured 
discharge, pieces of bone began to escape daily, which proved to be por¬ 
tions of spinal column. On 23d, after dilatation, three more pieces were 
found within the cervix, and, in consultation with Mr. Spencer "Wells, a 
compressed foetal mass, with bones on its surface, was detected within the 
cavity of the uterus proper. In February, Dr. Barnes extracted portions 
of the foetus, in a greasy, soft, putrid mass, with protruding bones, by 
No. CLXIX.— Jan. 1883. 12 
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means of Ills craniotomy forceps. The foetus appeared to have reached 
the eighth or ninth month of gestation. By the aid of intra-uterine in¬ 
jections of chlorozone, the placenta, which broke down in shreds, gradu¬ 
ally came away, and by March 10th the uterus was reduced to five inches 
in length. More placental tissue was still discharged for some days. By 
May, the uterus was of normal size, and menstruation returned. 

Dr. Barnes believes this to have been an intra-uterine gestation, and 
not one where the foetus had made its way into the cavity of the organ by 
ulceration. This he feels confident of, from several bimanual examinations 
during the progress of the case. He believes that the foetus died at about 
eight months, and that, for some unaccountable reason, true labour as in¬ 
dicated by uterine pains, never occurred ; the explanation of which phe¬ 
nomenon will depend upon what we conceive to be the determining cause 
of normal labour at term. As the close of gestation varies somewhat as 
to time in different subjects, and pain is not an essential of labour, the 
reasoning upon the causes of expulsion and non-expulsion of the foetus at 
maturity of time, whether dead or living, must of necessity be more or 
less speculative. Dr. Barnes comes to the following conclusions, based 
upon our present state of knowledge upon the phenomena of labour 

“ I. The prolonged retention of a fmtus alive at term in titero is not yet estab¬ 
lished by authentic facts; and consequently missed labour, if understood to mean 
the retention of the foetus in titero which had been alive at term, a distinct partu¬ 
rient effort being then manifested and passing off, is ulso not yet established by 
authentic facts. 

" 2. A foetus dying at a pra-viablc age in nte.ro may be retained until the full 
term of gestation. 

“3. The case related in this paper affords strong presumption, if not absolute 
proof, that a ftetus dying at a viable age in titero may be retained for an indefi¬ 
nite time ; ami that in tills sense * missed labour’ may be admitted. 

*• - 1 . The clinical histories of the eases known are not discordant with the fol¬ 
lowing physiological theory: When a living child is in utero, the natural high 
vascular and nervous tension accumulating and reaching its highest point at the 
ordinary term of gestation, labour almost infallibly takes place under the irrita¬ 
tion of the tenth menstrual process, and when the foetus perishes before this 
period, that is, before the physiological and vascular tension has reached its 
highest point, the nervous ventres and the uterus may resist the menstrual stimu¬ 
lus, remain quiescent, and thus the dead fetus may be retained. The uterus 
thus comes to resemble in its behaviour an extra-uterine gestation cyst." 

The discussion which followed the reading of this paper, is one of con¬ 
siderable interest and importance in its bearing upon some cases of pre¬ 
sumed tubal pregnancy in this eountry, in which it was claimed that the 
cyst emptied itself into the uterine cavity, and the fuctus was thence 
discharged per vaginam. 

Mr. Spencer Wells, who saw the case of Dr. Barnes, was under the 
impression that it was one of tubo-interstitial pregnancy, and thought its 
subsequent history consistent with this view. He had seen a case in a 
lady, in 1880, that corroborated this opinion. She believed herself to be 
five months pregnant; eminent men thought her not in this condition, 
“ because the cervical canal admitted the finger, and the sound could be 
moved freely to a depth of five inches.” The enlargement was decided 
by Dr. Penball and Mr. Wells to be in the uterine wall, and the former 
under this belief injected ergotine into the substance of the cervix uteri; 
severe pain followed, and the foetus was expelled, with recovery. 

Dr. Roper believed that cases of 60 -called missed labour were originally 
intra-uterine and became by partial rupture of the uterine wall extra- 
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uterine, the foetus being partly in a cyst formed outside of the uterine 
cavity, and parti}' within the cavity. “ The first symptoms observed were 
those of pain ; in every case the pains of labour were equivocal, and the 
commencement of these pains wus coincident with some accident or ex¬ 
ternal injury more or less severe.” The foetus at this time ceased to give 
signs of life and the pain subsided; then followed the history common to 
all—fetid discharge, putrilage and bones. In every case in which a post¬ 
mortem examination hits been made there has been found an aperture in 
the uterine wall connecting the cavities of the uterus and the cyst, the 
aperture seeming to represent the original rent or weak point which had 
given way at the time when the first pains were observed. “The his¬ 
tories of the cases which have recovered are precisely like those in which 
a cyst outside the uterine wall has been found on post-mortem examina¬ 
tion.” 

Dr. Gervis mentioned a case of extra-uterine pregnancy in which very 
unexpectedly delivery took place per vias naturalcs at about the fifth 
month. On introducing the hand for delivering the placenta a distinct 
cavity or pouch was found toward the left angle of the fundus, in which 
the foetus had evidently lodged prior to its escape through the uterus. 

This case resembles those where the foetus has been developed in a 
rudimentary cornu of the uterus. 

The accident related by Dr. Roper does not necessarily terminate the 
life of the foetus, as shown by the Egan ease of Louisiana, reported in the 
y. O. Med. and Stir;j. Joarn. July, 1877, p. 35, and communicated also, as 
to certain particulars, to the reviewer. In this case the rupture took 
place on May -1, 1857, when the woman was believed to be four months 
pregnant, and labour began in November; os dilated; head presented; 
but there was no descent below the superior strait. Labour recurred at 
intervals under the care of a midwife for a month. In the fall of 1858 an 
abscess opened, leaving a fistula one and a quarter inch below the umbili¬ 
cus, and the woman became emaciated and affected with hectic fever. 
For her relief Dr. Egan performed the Caesarean section on August 25, 
18G0, when it was computed that she had carried the foetus 42 months. 
The left foot and hand of the foetus were found in a pouch on the left side 
of the uterus inclosed by bands which were cut for their liberation. The 
uterus was examined carefully to secure drainage through the os; the 
peritoneal cavity was not opened, as the uterus was adherent to the ab¬ 
dominal wall; the woman made a good recovery. Dr. Egan was confi¬ 
dent that the foetus was in the uterine cavity; the time of fcctal death was 
not computed. 

Dr. Galabin related a case in which there had been an attempt at 
labour at term, and he saw the patient two months later, when her symp¬ 
toms were of a grave character, and there was an offensive sanguineous 
discharge from the vagina. The fetus was delivered by the breech after 
dilatation of the cervix through what was taken for the internal os, but 
was really an opening in the anterior wall of the uterus at a point where 
the organ was sharply retroflexed. Had this woman recovered, her preg¬ 
nancy would have been pronounced intra-uterine ; but an autopsy revealed 
the fact that the fuetus had been developed in a sac lying in front of the 
uterus. 

Dermoid Cyst of the Ovary with transplanted pedicle —This was ex¬ 
hibited by Dr. Knowsley Thornton who had removed it from a patient 
who had borne four children after its discovery. The cyst was of the left 
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ovary; had been twisted oflf at the pedicle, and bad formed a new attach¬ 
ment to the right side of the omentum. A cystic tube, the remains 
of the twisted pedicle, the tumour, and a cystic right ovary were removed: 
the woman recovered. 

Case of Delivery through an Imperforate Vagina. By IIeywood 
Smith, M.D_The author remarks that congenital imperforation associ¬ 

ated with pregnancy is so rare, that he has only been able to find the 
records of two other cases, one in Paris mentioned by Cazeaux, and one 
in New York, by Isaac E. Taylor. 

Dr. Smith’s patient was aged 31, and had been married ten years; she 
was pregnant for the first time. A vaginal examination after thirty hours’ 
labour, showed a vagina ending in a cul-de-sac, of an inch and a half in 
length, with a dilated urethra, but no uterine outlet. The uterus could 
be defined, with its os opened to the size of half a crown, and the head 
presenting. Labour advanced and the head came down. After thirty-two 
hours’ labour the vagina was opened by the scissors, forceps applied, and 
a living female fectus delivered. "When the woman recovered, there was a 
perceptible ridge in the vagina at the constricted part. The deficiency of 
vagina was discovered by her mother, a trained nurse, in her childhood. 
Menstruation had been always painful. In an examination made before 
impregnation, Dr. F.dis failed to discover, by touch or sight, any orifice. 
Probably an attack of vaginitis she had, had closed it. 

Case oj Imperforate Vagin a, by Peiicv Boui.tox, M.D_The subject 

was a married woman of 18, who menstruated with pain, followed by 
“ green waters” for several days. The vagina was a cul-de-sac of the 
depth of the last case, and small openings were found around a central 
adherent portion where the anterior and posterior vaginal walls were united. 
This was cut through by a cord ecraseur, and the parts were kept 
separated by a vulcanite plug for three weeks until healed over. The 
uterus was normal. 

Cyst.of the Great Omentum. —This was removed by Dr. Baxtock 
from a woman of 58, who had been tapped several times, and had also 
experienced the rupture of the cyst, two years before. Woman progress¬ 
ing favourably at time of report. 

Placenta Prceviu , covering in its Attachment a Large Myoma. Case 

reported by J. IIickisbotiiam, M.D., Birmingham_The patient was a 

small, delicate, young secundipara, who had been in labour at term about 
six hours when Dr. II. was called in. She had previously aborted; and 
was now evidently in danger from hemorrhage, as the placenta was implanted 
over the os with no edge within reach. A hard body could he felt through 
the placenta, which was supposed to be the tidal head. On breaking 
through the placenta, this was found to be a tumour, upon which the after¬ 
birth was seated. To deliver the foetus, the placenta was separated and 
removed, after which the child was turned and brought down, and the 
head extracted, for want of working space, with a crochet. An attack of 
septiemmia followed, from which she recovered ; after which the tumour 
sloughed, protruded through the os, and was extracted, of the size of a 
small orange. The uterus recovered its normal size, and the patient, 
though still an mm ic, was in a fair way to a complete restoration of health. 

Dr. Baunes remarked that, in very extreme cases, it might be neces¬ 
sary to perform the Cmsarean section, nnd recommended the removal of 
the uterus with the tumour, as in the Porro modification. 

It is well known that tumour cases, whether intra-uterine, extra-uterine, 
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or pelvic, in which the Csesarean section, Porro-Cmsarean section, or its 
modification by Muller, has been performed, have thus far been among 
the most fatal in our records, first by hemorrhage and shock, and secondly 
from septic poisoning. 

On the so-called Lithopeedivn. By Rorekt Baiines, M.D_Two 

questions are considered in this article, viz.: 1. Is there ever found a true 
lithopmdion— stone-child? 2. Does caiciform degeneration or transforma¬ 
tion of the foetus ever take plnce in utero ? Both of these are answered 
in the negative. The retained foetus in utero undergoes a shrivelling or 
mummiform change, or is converted into an adipocerous formation. This 
is seen in cases where one twin dies early, and awaits the delivery of the 
other at maturity. An extra-uterine foetus may be retained for many 
years, and undergo in time a species of partial calcification. Of this 
change, Dr. Barnes writes ns follows: “ 1st. That the- chief process of 
calcification takes plnce in the cyst-walls and fujtal membranes. 2d. That 
in a minor degree calcification takes place in the integuments of the foetus, 
which in part coalesce in calcification with the envelopes and cyst-walls. 
3d. That the deeper structures of the foetus, including the viscera, become 
more or less impregnated with lime salts, without, however, becoming hard 
or stony.It seems probable that the process, in these cases of ap¬ 

parent foetal calcification, is first, the death of the foetus; secondly, the 
calcification of the envelopes and sac-walls; thirdly, the partial change of 
the foetus into calcareous matter, but never amounting to stone-hardness, 
as in the case of the envelopes, this hardening being prevented, partly, at 
least, by the protection against removal of the fluid elements of the foetus 
by the closeness and density of the investing calcareous shell.” Foetuses 
have been retained in extra-uterine cysts for more than half a century, 
without foetal calcification having become complete. The term Lithopce- 
dion is an entire misnomer, and has arisen partly from the fact that a cal¬ 
cified foetus, after having been dried, could be sawn in two; and there is 
extant an engraving made to represent the sawn surface, with its peculiar 
convolutions looking like a complete caiciform transformation. 

Non-capsulated Fibroids , resembling Retained Placenta. By James 
Braithyvaite, M.D., of Leeds.— Case I. Mrs. L. commenced to lose 
blood on the tenth day after delivery; her attendant examined her, and 
found what he thought was a mass of placenta, although this was entire at 
her accouchement. When removed it had. the appearance of placental 
tissue; but being very intimately incorporated with the uterine wall, it 
was suspected of malignancy, and examined under the microscope, when 
it proved to be of a fibrous character. The woman recovered. 

Case II. Mrs. H. aborted at three months, and the ovum came away 
entire. Four days afterward she was examined in consequence of a hem¬ 
orrhage, when what was suspected of being another ovum was discovered. 
This was found closely adherent, and was removed with difficulty. Under 
the microscope it was found to be composed of very loose fibroid tissue, 
upon which were numerous fungoid growths. 

Dr. Edis had met with a case where a submucous fibroid was the cause 
of a hemorrhage which followed an abortion at four months. 

Dr. Herman gave an account of a case where the existence of a tumour 
was mistaken for a pregnancy,‘and in which the touch led to the belief 
that there was a placenta prmvia; this view'was concurred in by several 
eminent men. It proved finally to be a soft medullary cancer. 

Non-capsulated fibroids in the uterine cavity are suspected of a disposi- 
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tion to recur, and may be found to approximate in character sarcomatous 
growths when examined microscopically. It will be a question of interest 
?n the future to determine their real nature and danger. 

On the Relation of Anteflexion of the Uterus to Dysmenorrhcea. By 
G. Ernest Herman, M.B., M.B.C.P—The author, after a careful ex¬ 
amination of the influence of anteflexion in producing painful menstrua- 
tion, asserts “that there is no anatomical evidence that anteflexion of the 
uterus causes any hindrance to the escape of the menstrual fluid." He 
claims that, patients not dying from dysmenorrhea, there is no means of 
determining positively the amount of obstruction, if any, produced by the 
flexure. lie groups the arguments in favour of the connection between 
the flexure and dysinc'norrhoca under four heads, ns follows: “1. That 
drawn from the patient’s description of her pain. 2. That from difficulty 
in introducing the sound. 3. That from the frequency with which dys- 
inenorrhoea and anteflexion are associated. 4. That from the ellect ol 
treatment.” These points are all taken up and argued against at length 
as fallacious and deceiving. Upon the third point, he instances the fre¬ 
quency of the existence of anteflexion as discovered in the autopsies of 
infants, young subjects, and null!parous women, by Boulard, Lorain, 
Soud ry, Goupil, Aran, and Richet; and in living nulliparous subjects, by 
several French gynecologists at the Lourcine Hospital in Paris. 01 431 
nulliparous adults, it was claimed that anteflexion existed in 185 ; in 120 
children examined after death, there were 72 anteflexions, and GO in 8G 
foetuses. 

Of 111 women who iiad never been pregnant, and who were menstru¬ 
ating regularly, examined bimamtally by the author, there was pronounced 
anleflexTon in 53. Of -13 with uteri nearly or quite straight, 1G bad no 
pain in menstruating; 15, slight pain; 7, much ; and 5, severe, so as to 
keep their beds. Of 14 slightly anteflexed, 4 were free from pain; a 
had slight; 2, much; and 3 were a-beil. Of 30 anteflexed to a right 
angle, 12 were free from pain ; i) had slight; 7, much ; and 2 were a-bed. 
Of 1 23 in whom anteflexion was acute, 10 had no pain; G, slight; 4, 
much ; and 3, severe, so as to lay them up. 

The conclusions of the author are as follows; From treatment —■“ 1. Unit 
dvsmenorrluca associated with anteflexion is frequently cured without 
straightening the uterus. 2. That straightening the uterus does not in¬ 
variably cure the dysmenorrhcea, and that there is no evidence that it does 
so frequently.” From general consideration of the subject —“3. That 
there is no anatomical evidence that anteflexion causes any appreciable hin¬ 
drance to the escape of menstrual fluid. 4. That there is reason to think 
that well-marked anteflexion is present in nearly half of all women who 

have not borne children.5. That dysmenorrhcea is practically as 

common when the uterus is straight as when it is anteflexed. G. Hint 
painless menstruation is practically as common when the uterus is ante¬ 
flexed as when it is not. 7. That when dysmenorrhcea and flexion go 
together, the severity of the pain hears no relation to the degree ot the 

ben din".8. That the relation between anteflexion and painful 

menstruation is not that of cause and effect, but merely that of coinci¬ 
dence." ... 

Dr. Gervis commended the care and ability of Dr. Herman in his 
investigations, hut doubted if his deductions were valid, even if his facts 
remained unchallenged. Flexures were quite possible without obstruc¬ 
tion in the cervical canal, but he believed that obstruction, however pro- 
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duced, would necessarily give rise to the characteristic symptoms of 
obstructive dysmenorrhoca. 

Dr. Galabin objected that Dr. Herman made no distinction between 
obstructive and congestive dysmenorrhtca, whereas this might have been 
determined by the time of the pains. If permanent straightness, us held 
by Sclmltze, was a proof of induration, then congestive dysmenorrhoca 
might be more common in straight uteri. He also objected to the exami¬ 
nation of prostitutes, as largely done by the author, as unsuitable subjects 
in proof of his claims, they having run the risks of uterine congestion and 
endometritis. He was surprised at the large proportion of anteflexions 
found by Dr. Herman, anil said that, in his own experience in virgins 
who came for treatment for amenorrhcca, the proportion was more nearly 
that given by Dr. Dcpaul, of six per cent. He thought the bimanual 
method of Dr. Herman an insufficient mode of examination to determine 
the line of the uterine canal. 

Dr. Duncan thought that Dr. Herman, “ by statistics and a mass of 
other evidence,” had “ brought his opinions far nearer to proof than those 
had done who held other views.” 

Dr. Herman, in reply, defended his method of examination as the most 
reliable for the determination of anteflexion. 

On Shortness of the Cord as u Cause of Obstruction to the Natural Pro¬ 
gress of Labour. By J. Matthews Duncan, 31.D_As the foetus is 

designed to move freely in the genital passage, any connection therewith 
is a hindrance thereto. The cord may be of various lengths down to a 
sessile condition, in which the placenta may be upon, or even form a part 
of, the abdominal wall. In 24 experiments made directly after labour, 
Drs. Duncan and Turnbull found the tensile strength of the funis to be 
equivalent to the weight, on an average, of Si pounds, the extreme points 
of breakage having been at 5i and 15 pounds. The cords were attached 
to the placenta, and varied from 10 to 25 inches in length. In 15 expe¬ 
riments the cord stretched from 2 to 15 inches before breaking under the 
weight; only one broke at the placental insertion, which was found to be, 
on the average, stronger than in any part of the removed portion. This 
measure of the strength of the cord is the equivalent of the force it can 
exert in preventing the exit of the fcctus. A long cord is not necessarily 
a free one, and its practical length is that of the free portion, between the 
placenta, and the part of the fcctus upon which it is wound. Shortened 
are much more common than short cords: shortness being relative, rather 
than absolute. In head presentations, a shortened cord about the neck is 
relatively shorter than the same length free to the umbilicus is in its check 
upon delivery. The shortening of the uterus in labour, by approximating 
the placenta to the point of attachment of the cord, relieves the tension, 
which would otherwise act as an obstacle to fetal progress. In the first 
stage of labour the cord is practically', then, inactive as a check. In the 
second stage it will require a very short cord to obstruct delivery, but as 
the fetus escapes, its removal from the placenta is more rapid than the 
approach of the placental attachment to the 03 uteri, and tension becomes 
more decided. Stretching of the funis may be sufficient to compensate 
for its tension, and a natural birth result; or if not, either the fetus may 
he evolved upon the cord-attachment, or the uterus may be inverted. If 
not strong enough to produce these results, the cord may' snap under the 
tensile force; or, as has happened, the snap and inversion may occur at 
the same time. In rare cases, the placenta may be partially separated 
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from the contracting uterus. Baudelocque gives a case of inversion where 
the cord was 7 inches long, and one where a cord of 8 inches snapped. In 
Newnhatn’s case of inversion, the funis measured 10 inches, and in Smith’s 
G inches. Baudelocque relates a case of relative shortness producing 
inversion, in which the cord encircled the neck twice, a leg three times, 
and an arm once. 

The method of relief by a species of evolution appears to be the most 
common in cases of shortened cord. “ Cords of 10 inches and under, are 
extremely Hire,” and it is probable that when the funis is free, this form 
of extension may be usually practicable. In one case noted by Dr. Dun¬ 
can, a cord of 23i inches was reduced practically to 11, by being twice 
around the neck; and birth by evolution after delivery of the shoulders 
took place. This would not be equivalent to 0 inches from the umbilicus 
as computed by the author, for the latter would not exert the same amount 
of influence in evolution, its eleven inches to the neck would. 

Dr. J. Braxton Hicks reported a case of twins in which the cord of the 
first one was barely long enough to divide and tie, and that of tiie second 
only four inches, compelling him to cut it, which he did with an osteo¬ 
tome, the child being already dead. 

Dr. Barnes doubted the evidence of there ever having been found a case 
of battle-door placenta with the cord attached to the edge most remote 
from the os. He recommended pressure upon the uterus to relieve the 
tension of the cord, and even cutting it when tight about the neck, so as to 
secure a rapid delivery. 

Dr. Wynn Williams knew of two cases, one in Ins own practice, where 
the cord was suddenly ruptured at the navel, in delivery. Entering the 
room just as the accident happened to his own patient, he hooked out the 
vessels with a tenaculum and tied them. 

Dr. Murray related a case in which partial inversion of the uterus was 
produced in eonsultation by pressure ou the fundus uteri in assisting 
delivery by the forceps. On feeling for the placenta, the accident was 
detected and the part adjusted. 

Case of Conjoined Twins. By Percy Bodltox, M.D—From the 
accompanying wood-cut, the foetuses were united sternum to sternum, and 
the first one presented in an occipito-posterior position. The mother was 
a small weak woman of 37, who had been pregnant eight times, and bad 
always had easy labours. Forturiately for her on this occasion, she was 
not quite seven months pregnant, if her calculation was correct, when 
labour commenced. The first stage lsisted three hours, the head being in 
the left occipito-posterior position. The second stage had lasted six hours 
wiien the midwife called for assistance, and Dr. Boulton applied the for¬ 
ceps. When the head and neck were delivered, the other head was felt 
above the pubes. The shoulders of No. 1 came down, and were delivered; 
then followed the body; and, finally, the legs of both subjects, the head of 
No. 2 coming last; both were females. 

This has been the method of delivery in numerous conjoined subjects, 
tlie twins revolving around the symphysis, whether the- union was upon 
the fronts or backs of their bodies : The births of the Siamese twins and 
the Carolina sisters having been on this wise. 

The Treatment of Spasmodic Dysmcnorrhcea and Sterility by Dilatation 
of the Cervical Canal with Graduated Metallic Bougies , with Notes of 
Five Successful Cases. By Clement Godson, M.D—This is an old 
plan of treatment revived, having originated with Dr. John Mackintosh, of 
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Edinburgh, in 1826. More recent operators, among them Sir James Y. 
Simpson and Dr. Marion Sims, abandoned the method in consequence of 
dangers set up by slight laceration of the os, exciting inflammation of the 
uterus. Dr. Godson claims that dangers may be avoided, by passing in a 
succession of bougies of slightly increasing diameter at the same sitting, 
leaving each one in a short time, say five minutes. He uses for the pur¬ 
pose a set of curved instruments adapted to one handle. Of ten cases of 
dysmenorrhoca in married sterile women, five became pregnant. In four 
of the others the dysmenorrhoca was cured, but they are not known to 
have become pregnant. The husband of one was seventy years old. In 
the tenth case, the cure was not eifected until after she had worn a silver 
stem pessary' and Wynn Williams’s shield beneath it. The five women 
who became pregnant were aged, respectively, 32, 29, 22, 24, and 25; 
and had been married 4, 8, 2, 2i, and Si- years respectively. The sounds 
should not be used near to the time of menstruation, either before or after 
it, but at an intermediate period. In no case of the ten was there any 
stenosis, or constriction by acute flexion. It. P. H. 


Aht. XIX— Medical and Surgical Reports of the City Hospital of the 

City of Boston. Third Series. 8vo. pp. 390. Boston: Published by 

the Trustees. 

We gladly welcome this handsomely’ printed and illustrated volume of 
hospital reports, and hope that the excellent example of a wise liberality 
on the part of hospital trustees, to which it is a monument, will prove 
contagious throughout all parts of the United States. 

The first paper is a careful and pains-taking essay by Dr. S. G. Webber, 
on the Pathological Histology of the Spinal Cord, to which is appended 
three highly creditable plates from camera lucida drawings by Dr. Webber, 
who sums up his conclusions ns follows :— 

“ There may he, then, 1st. Acute interstitial myelitis with swelling of the 
fibres, nuclei, and cells of the neuroglia, with destruction of nerve-fibres and 
nerve-cells, leading to softening. 2d. Acute parenchymatous myelitis, where 
the nerve-fibres in the white substance are primarily or chiefly affected, myeline 
and axis cylinders both disappearing, but the interstitial tissue remaining, seem¬ 
ingly’ not much changed ; also cases in which the ncrvc-cells are chiefly affected, 
especially those of the anterior cornua, the nuclei and cells of the neuroglia being 
almost exempt from change, as in infantile paralysis and allied affections. 3d° 
Chronic interstitial myelitis, affecting the neuroglia, fibres, nuclei, and cells, in 
both white and gray substance, the nerve-fibres and cells being affected only 
secondarily, as in sclerosis. 4th. ■ Chronic parenchymatous myelitis, in the white 
columns only, locomotor ataxia, or lesion of the posterior columns (and second¬ 
ary ascending and descending degeneration possibly), is as yet well known; 
lateral sclerosis, probably belongs to this variety. In the gray substance the cells 
are affected as in progressive muscular atrophy.” 

Dr. Webber claims that there is as much reason to divide myelitis into 
the interstitial and parenchymatous forms, as there is to - divide nephritis 
in a similar manner. It is to be regretted that our author’s useful contri¬ 
bution to his important but obscure subject, should have its value marred 
by’ his neglect to inform his readers what amplifying power was used in 



